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Salmonella Serotype Enteritidis Infections Among Workers Producing 
Poultry Vaccine — Maine, November-December 2006 


On November 15, 2006, the Maine Department of 


Health and Human Services (MDHHS) was notified of a 
case of salmonellosis (a nationally notifiable disease) in an 
employee of a facility that produced poultry vaccine. When 
a second case of salmonellosis in another employee at the 
same facility was reported on November 25, MDHHS 
began an outbreak investigation. Results of that investiga- 


tion suggested that 21 employees of the facility became ill 


during a 1-month period from exposure to a strain of 


Salmonella serotype Enteritidis (SE) that was used in vac- 
cine production. Infection was thought to have resulted 
from environmental contamination after the spill of a liq- 
uid containing a high concentration of SE. As a result, 
MDHHS recommended that the facility improve its 
infection-control procedures to better protect workers. This 
outbreak highlights occupational risks that can be associ- 
ated with the manufacture of veterinary biologics involving 


human pathogens. 


The vaccine-production facility is located in a town of 


approximately 8,000 persons in central Maine, has 74 
employees, and manufactures viral and bacterial vaccines 


for poultry. The facility had been last inspected in August 


2005 by staff members of the U.S. Department of 


Agriculture's (USDA's) Center for Veterinary Biologics, 
which regulates animal vaccine-production facilities. The 
facility maintains stock cultures of four phage types of SE 
(8, 14B, 23, and 24) for vaccine production. 

On November 9, 2006, a spill of approximately 1—1.5 
liters of liquid occurred in the fermentation room of the 
production area of the facility; the liquid contained 2 x 
10'° to 5 x 10!° colony forming units per milliliter of SE 
phage type 8. The room was unoccupied at the time the 
spill occurred. The one worker who was regularly assigned 


to this room reported finding liquid overflowing onto the 


floor from the fermentation apparatus when he entered the 
room, wearing personal protective equipment (PPE) (e.g., 
biohazard suit, hat, booties, mask, and gloves). He cleaned 
up the spill using a mop, a 5% bleach solution, and a com- 
mercial disinfectant effective against SE. The mop was 
autoclaved before disposal in a room 30 feet away (room A) 
used for cleaning and sterilizing laboratory supplies and 
equipment for vaccine production. The facility did not have 
a written spill procedure or a spill clean-up kit. On 
November 15, the worker who cleaned up the spill had 
diarrhea of 1 day’s duration. He did not miss work, seek 
medical care, or submit a stool specimen for culture. 

On December 13, a total of 67 (91%) of the 74 employ- 
ees were interviewed at the facility by MDHHS staff mem- 
bers using a standard questionnaire. A case of diarrheal illness 
was defined as three or more loose or watery stools in a 24- 
hour period since November 1. Twenty-one (31%) of the 
67 employees interviewed had illness that was consistent 
with the case definition, with onset ranging from Novem- 
ber 8 to December 11 (Figure). The employee with the 
earliest date of onset of illness was unable to recall the exact 
day she became ill. When interviewed on November 29, 
she reported becoming ill approximately 3 weeks earlier; 
therefore, her illness onset date was recorded as November 8. 
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In addition to diarrhea, patients reported fatigue (86%), 
cramps (86%), body aches (71%), nausea (62%), head- 
ache (57%), chills (57%), fever (43%), vomiting (43%), 
and blood in stool (29%); none of the employees were hos- 
pitalized. No secondary cases in family members were iden- 
tified. Five of eight stool specimens from eight patients 
submitted for culture were positive for SE. Among 33 work- 
ers in the production area, 18 (55%) had illness consistent 
with the case definition, compared with three (9%) of 
workers in other areas of the facility (relative risk: 6.2; 95% 
confidence interval 2.0-19.0). When analysis was 
restricted to workers in the production area, the strongest 
association with illness was working in room A. Eighteen 
(69%) of 26 employees who worked in room A (including 
those who did so intermittently) became ill, compared with 
none of the seven production area workers W ho did not 
work in room A (p=0.002). During multiple visits to the 
facility, investigators noted inadequate handwashing and 
lack of PPE. Aside from working in room A, none of the 
exposures examined were significantly associated with illness. 

On November 30, staff members collected 15 environ 
mental swab specimens from the production area; the swabs 
were processed by a commercial laboratory used by the vac- 
cine manufacturer. Nineteen additional environmental 
swabs from room A were collected and processed by 
MDHHS on December 19. All environmental swabs were 
negative for Sa/monella. Six drinking water samples from 
three sites in the facility were collected on November 30 


and processed by MI YHHS; all were tested ror Escheri hia 


coli as a marker for bacterial 


were negative for F. colz. lesting of water samples tor E. coli 


contamination. All the samples 


and fecal coliform also was conducted by the manufacturer; 
the results were negative 

Isolates of SE from four patients and the four vaccine 
stock cultures from the facility underwent pulsed field gel 
electrophoresis (PFGE) testing with two enzymes (Xbal 
and BlnIl) by MDHHS and were determined to be indis 
tinguishable. Phage typing was then performed on the SI 
isolates by the National Microbiology Laboratory of Canada 


in collaboration with CDC. Isolates from all four patients 


were phage type 8, matching the phage type of the spilled 


stock culture. 

PFGE and phage typing also were performed on all seven 
SE isolates from ill Maine residents with no connection to 
the vaccine-production facility that were submitted to 
MDHHS during October-November 2006. The isolates 


were from four of Maine's 16 counties; none were from the 
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FIGURE. Number’ of cases of diarrheal ilinesst among workers at a poultry vaccine— 
production facility, by date of illness onset and Sa/monelila culture status — Maine, 


November 1—December 13, 2006 
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The findings in this report are sub- 
ject to at least three limitations. First, 
staff members at the vaccine-produc- 
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tion facility did not document details 
of the spill that occurred on Novem- 
ber 9 until 20 days later, which might 


have introduced recall bias. Second, 
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*N = 21; onset date for one patient was unknown 


A case of diarrheal illness was defined as three or more loose or watery stools in a 24-hour period 


.in an employee during November 1—December 13, 2006 


Includes three cases in which stool specimens were negative for Sa/monelia and 12 cases for 


which no culture was performed 


county where the vaccine facility was located. All seven iso- 
lates were indistinguishable from the phage type 8 isolates 
by PFGE testing on the first enzyme (Xbal); five of the 
seven isolates were tested on the second enzyme (Bln]), 
and all five matched the phage type 8 isolates. However, 


when phage typed, all seven isolates were determined to be 


phage type 13A. 

Reported by: D Guppy, A Yartel, MPH, Maine Dept of Health and 
Human Svcs. A Pelletier, MD, Career Epide miolog) Field Officer, CD¢ 
Editorial Note: Sa/monella infections usually are acquired 
by eating contaminated food; however, some outbreaks have 
been associated with environmental contamination (/,2). 
Salmonella can survive in the environment for months (3), 
and the incubation period is 6—72 hours (4). Although 
the exact mechanism for infection of workers in this out- 
break remains unknown, environmental contamination of 
room A likely was the source of SE infection. Workers might 
have become infected through hand-to-mouth activities after 
touching contaminated surfaces in room A. This mode of 
transmission is plausible because 1) the materials used in 
the clean-up of the spill were processed in room A before 
disposal, 2) the phage type of SE among four ill employees 
(type 8) was the same as that of the stock culture involved 
in the spill and different from that of the seven isolates 
from other SE cases (type 13A) reported in Maine during 
the same approximate period, 3) a strong epidemiologic 
association was determined between illness and working in 
room A, and 4) inadequate handwashing practices and lack 
of PPE were noted in room A. Person-to-person transmis- 
sion also might have occurred because some persons 


continued to woxk at the facility while ill. 


eo &$ Ff 8 TH 


environmental specimens were not 
-_ obtained until 3 weeks after the spill 
had occurred; routine cleaning and 
disinfecting had occurred during this 
interval. Finally, because of the clonal 
nature of SE, PFGE testing and 
phage typing alone might not be able 
to provide definitive strain discrimi- 
nation; additional typing methods 
might be required (5). 

MDHHS recommended that the facility improve hand- 
washing practices among employees and, especially in room 
A, the use of PPE, including gloves and (where splashes 
might occur) gowns and face shields. MDHHS further rec- 
ommended creation of procedures for handling spills and 
routinely disinfecting work areas and advised ill employees 
not to work until their symptoms resolved. Results of the 
investigation were shared with USDA, the Maine Depart- 


ment of Labor, and the Occupational Safety and Health 


Administration. USDA reinspected the facility in January 


2007 and began a follow-up visit on August 28. 
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National, State, and Local Area 

Vaccination Coverage Among 

Children Aged 19-35 Months — 
United States, 2006 


Che National Immunization Survey (NIS) provides 
vaccination coverage estimates among children aged 19-35 
months for each of the 50 states and selected urban and 
county areas.* This report describes the findings of the 2006 
NIS, which indicated increases in national coverage with 
pneumococcal conjugate vaccine (PCV) and varicella vac- 
cine (VAR) and a stable coverage level for the 4:3:1:3:3:1 
vaccine series (1.€., >4 doses ot diphtheria, tetanus toxoid, 
and any acellular pertussis vaccine [DTaP]'; >3 doses of 
poliovirus vaccine; >] dose of measles, mumps, and 
rubella vaccine [MMR]; >3 doses of Haemophilus influenzae 
type b [Hib] vaccine; 
HepB]; and 
estimates remained below the Healthy People 2010 target of 
90% coverage for PCV, DTaP, and VAR and below the 80% 


> 


target for the 4:3:1:3:3:1 vaccine series (/). No significant 


> 3 doses of hepatitis B vaccine 


-1 dose of VAR). However, national coverage 


> 


racial/ethnic disparities in 4:3:1:3:3:1 series coverage were 
observed after controlling for family income. State and 
local immunization programs should continue to identify 
and target children who are not fully vaccinated, especially 
because of low socioeconomic status and other barriers. 
lo estimate coverage for all age-eligible children, NIS uses 
a quarterly, random-digit—dialed sample of telephone num- 
bers for each survey area. NIS methodology, including the 
weighting of respondents to represent the population of 
children aged 19-35 months, has been described previ- 
ously (2). During 2006, the household response rate (3) 
was 64.5%; a total of 21,044 children with provider 
reported vaccination records were included in this report, 


representing 70.4% of all children with completed house- 


hold interviews. Statistical analyses were conducted using 





1c 


he 2006 NIS included 
] uded 
New York 
is; and Housto 
2004 (Maricopa Cour 


Mla; Santa 


northern California counties 
ies; southern New Mexico 
eastern Washington counties 


accine or diphtheria, tetanus 


t tests and logistic regression modeling. All tests with p<0.05 
were regarded as statistically significant. An income-to- 
poverty ratio variable’ was added to logistic regression 
models to control for racial/ethnic differences in family 
income, which was calculated using total household income, 
family size, and household composition and adjusted for 
annual cost of living using federal poverty guidelines (4). 

Estimated national 4:3:1:3:3:1 vaccine series coverage did 
not change significantly from 2005 (76.1%) to 2006 
(77.0%). In 2006, significant increases from 2005 levels 
were observed for PCV, VAR, and poliovirus vaccine 
(Table 1). The largest increases were observed for PCV; cov- 
erage increased from 82.8% to 87.0% for >3 doses of PCV 
and from 53.7% to 68.4% for >4 doses. 

As in previous years, substantial differences were observed 
in vaccination coverage among states and local areas (5) for 
the 4:3:1:3:3:1 vaccine series and individual vaccines. 
Estimated coverage with the 4:3:1:3:3:1 vaccine series 
ranged from 83.6% in Massachusetts to 59.5% in Nevada 
(Table 2). Among local areas, 4:3:1:3:3:1 series coverage 
ranged from 81.4% in Boston, Massachusetts, to 65.2% 
in Detroit, Michigan. For vaccines with national coverage 
estimates below the 90% Healthy People 2010 target (PCV, 
DTaP, and VAR), PC \ »3 doses) coverage ranged from 
96.6% in Rhode Island to 69.9% in South Dakota, DTaP 
(>4 doses) coverage ranged from 92.6% in Massachusetts 
to 73.9% in Nevada, and VAR coverage ranged from 96.4% 
in Rhode Island to 75.7% in Wyoming (Table 2). MMR 
coverage by state ranged from 97.5% in North Carolina to 
84.9% in Nevada (Table 2). 

In 2006, vaccination coverage for the 4:3:1:3:3:1 vac- 
4% for His- 
panic children, 75.9% for Asian children, 74.4% for 


° . a « . anes 
cine series was .9% for white’ children, 


American Indian/Alaska Native children, and 73.9% for 
black children (Table 3). Series coverage was significantly 
lower overall for black children compared with white chil 
dren. Among black children, coverage ranged from 71.9% 
(95% confidence interval [Cl] = +4.8) among those living 
below the poverty level to 76.7% (CI = +3.1) among those 
living at or above the poverty level; among white children, 
coverage ranged from 69.5% (CI = +4.4) among those liv- 


ing below the poverty level to 78.9% (CI = +1.3) among 


The income-to-poverty ratic riable had six levels: severe poverty (household 
income <50% of the pove termediate poverty (50% to <100% of the 
poverty level), near povert of the pverty level to 2 

' , 


level), low-middle income (2 to <300% above the poverty level), middle 


> above the poverty 


income (300% to 600° poverty level), and upper income (>600% 
above the poverty level 


« , 
For this report, persons identified as white 


Alaska Native are all non-Hispar Persons 


inv race 


black, Asian, or American Indian 


identified as Hispanic might be of 
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TABLE 1. Estimated vaccination coverage levels among children aged 19-35 months, by selected vaccines and doses — National 


Immunization Survey, United States, 2002-2006 





2002* 20037 


20048 2005" 2006** 





Vaccine/Doses % (95% Ci't) % (95% Cl) 


% (95% Cl) % 


(95% Cl) % (95% Cl) 





DTaP§$ 

>3 doses 94.9 

>4 doses 81.6 
Poliovirus 90.2 
MMR" >1 dose 91.6 
Hib*** >3 doses 93.1 
Hepatitis B >3 doses 89.9 
Varicella >1 dosettt 80.6 
PCVSss 

>3 doses (+1.1) 

>4 doses — 


(+0.6) 96.0 
(+0.9) 84.8 
(+0.7) 91.6 
(+0.7) 93.0 
(+0.6) 93.9 
(+0.7) 

(+0.9) 


(+0.5) 
(+0.8) 
(+0.7) 
(+0.6) 
(+0.6) 
(+0.6) 
(+0.8) 


(+1.0) 
(+1.0) 
Combined series 

4:3:1991 78.5 
3:+:3°"" 77.5 
4:3:1:3:gTT1T 74.8 (+1.0) 
4:3:1:3:3:1888$ 65.5 (+1.1) 


(+1.0) 
(+1.0) 


(+0.9) 
(+0.9) 
(+0.9) 
(+1.0) 


95.9 (+0.5) 96.1 
85.5 (+0.8) 85.7 
91.6 (+0.7) 91.7 
93.0 (+0.6) 91.5 
93.5 (+0.6) 93.9 
(+0.6) 
(+0.7) 


(+0.5) 95.8 
(+0.9) 85.2 
(+0.7) 92.9 
(+0.7) 92.4 
(+0.6) 93.4 
(+0.6) 93.4 
(+0.8) 89.3 


(+0.5) 
(+0.9) 
(+0.6) 
(+0.6) 
(+0.6) 
(+0.6) 
(+0.7) 


(+1.0) 
(+1.1) 


(+1.0) 
(+1.3) 


(+0.8) 
(+1.1) 


(+0.9) 
(+0.9) 
(+0.9) 
(+1.0) 


(+1.0) 
(+1.0) 
(+1.0) 
(+1.1) 


+ H H 


oR 
ooo © 





* Born during January 1999—July 2001 

' Born during January 2000-July 2002 

’ Born during January 2001—July 2003 
Born during February 2002—July 2004 

** Born during January 2003—June 2005 
Confidence interval 


3 Diphtheria, tetanus toxoid, and any acellular pertussis vaccine; also can include diphtheria and tetanus toxoid vaccine or diphtheria, tetanus 


toxoid, and pertussis vaccine 

Measles, mumps, and rubella vaccine 
* Haemophilus influenzae type b (Hib) vaccine 
tT >1 dose of varicella vaccine at or after child's first birthday 
3’ Pneumococcal conjugate vaccine 


>4 doses of DTaP, >3 doses of poliovirus vaccine, and >1 dose of MMR 


* 4:3:1 plus >3 doses of Hib vaccine 
ITTT 4:3:1:3 plus >3 doses of hepatitis B vaccine. 
3838 4:3:1:3:3 plus >1 dose of varicella vaccine 


children living at or above the poverty level. A logistic 
regression model that controlled for differences in income 
across racial/ethnic groups revealed no significant differ- 
ence in coverage between black and white children. 
Estimated coverage levels in 2006 for poliovirus vaccine, 
MMR, Hib vaccine, and HepB were above 90% for all 
racial/ethnic groups except for American Indian/Alaska 
Native children for MMR (89.1%) and Asian children for 
Hib vaccine (89.4%). Levels were below 90% for all racial/ 
ethnic groups for DTaP (>4 doses), VAR, and PCV, except 
for Asian children for VAR (92.9%) (Table 3). For DTaP 
(>4 doses), coverage was lower overall among black chil- 
dren compared with white children and lower among all 
children living below the poverty level compared with all 
children living at or above the poverty level (p<0.05) 
(Table 3). For DTaP, the coverage disparity between black 
and white children was not significant after controlling for 
family income using the income-to-poverty ratio variable. 
For PCV (24 doses), no disparity was observed between 
black (56.7%; CI = +5.6) and white (60.2%; CI = +4.6) 


children who lived below the poverty level. A significant 


disparity in PCV (>4 doses) coverage was observed between 
black (65.6%; CI = +4.6) and white (72.3%; CI = +1.4) 
children who lived at or abov e the poverty level. However, 
this disparity was not significant after analyses controlled 
for racial/ethnic differences in family income at or above 
the poverty level. 

Reported by: KG Wooten, MA, N Darling, MPH, JA Singleton MS, 
A Shefer, MD, Immunization Sves Div, National Center for Immunization 
and Respiratory Diseases, CDC. 

Editorial Note: Vaccination coverage in 2006 remained at 
or near record levels for routinely recommended childhood 
vaccines, but increases in DTaP, PCV, and VAR coverage 
are needed to reach the 90% Healthy People 2010 target for 
individual vaccines; these increases would contribute sub- 
stantially to improved coverage with the 4:3:1:3:3:1 series, 
particularly among disadvantaged populations. Although 
coverage with the fourth dose of PCV continued to increase 
in 2006, a significant disparity was observed among chil- 
dren who lived below the poverty level compared with chil- 
dren who lived at or above the poverty level. Receipt of the 


fourth dose of PCV might have been deferred for some of 
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TABLE 2. Estimated vaccination coverage levels for the 4:3:1:3:3:1* series and selected? individual vaccines among children aged 
19-35 months, by state and selected local areas — National Immunization Survey, United States, 20068 
>4 DTaP! >1 MMR* >1 Varicellatt >3 PCvss 4:3:1:3:3:1 
State/Area % (95% CI™) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) 
United States 85.2 (+0.9) 92.4 (+0.6) 89.3 (+0.7) 87.0 (+0.8) 77.0 (+1.0) 
Alabama 85.9 (+6.2) 94.0 94.5 (+3.4) 92.3 (+3.7) 79.1 (+6.9) 
Alaska 77.3 (+6.4) 85.8 5 80.4 83.2 (+5.9) 67.3 (+7.0) 
Arizona 80.3 (+4.2) 87.8 83.1 87.6 (+3.4) 70.6 (+4.7) 
Maricopa County 79.6 (+5.6) 87.3 82.2 86.9 (+4.5) 68.2 (+6.2) 
Rest of state 81.5 (+6.1) 88.5 84.8 88.9 (+4.8) 75.2 (+6.8) 
Arkansas 78.0 (+8.7) 85.9 87.7 84.7 (+6.4) 72.9 (+8.9) 
California 85 (+3.8) 92.9 91.5 90.2 (+3.1) 78.6 (+4.2) 
Fresno County 81 (+5.1) 92 90.0 (+3.9) 73.5 (+6.2) 
Los Angeles County 85 (+5.3) 92 91.2 (+3.8) 78.5 (+5.9) 
Northern California 81 (+5.2) 89 80.8 (+5.3) 71.3 (+6.1) 
San Diego County 88 (+4.1) 91 90 (+4.5) 80.3 (+5.5) 
Santa Clara County (+5.0) 94 87 (+4.7) 77.7 (+6.0) 
Rest of state (+6.4) 90 (+5.3) 79.1 (+7.1) 
(+6.8) 88 8 75.9 (+7.8) 
(+4.1) 96 82.0 (+5.2) 
(+5.3) 96 80.3 (+6.8) 
(+5.0) 92 78.4 (+5.8) 
(+4.0) 91 80.2 (+4.2) 
(+4.9) 91 (+5.5) 
(+5.3) (+6.1) 
(+4.9) 91 (+5.2) 
(+3.9) (+4.6) 
Fulton and DeKalb counties (+5.9) 93 (+7.6) 
Rest of state (+4.6) 90 (+5.4) 
Hawaii (+5.6) 89 (+6.2) 
Idaho 2 (+6.6) 88 (+7.7) 
Illinois +5.6) 89 (+6.1) 
City of Chicago 5 +4.9) 88 (+5.8) 
Rest of state 8: 7.3) 89 (+7.9) 
Indiana E +4.9) 89 (+5.8) 
Marion County B54 +5.1) (+6.0) 
Rest of state 4.3 5.8) 89 (+6.9) 
lowa é 4.9) (+6.2) 
Kansas ] +4.0) (+5.5) 
Eastern Kansas (+6.2) 
Rest of state (+7.2) 


(+6.0) 
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TABLE 2. (Continued) Estimated vaccination coverage levels for the 4:3:1:3:3:1* series and selected? individual apenas among 
children aged 19-35 months, by state and selected local areas — National Immunization Survey, United States, 20068 


>4 DTaP? >1 MMR** >1 Varicellatt >3 PCVSs 4:3:1:3:3:1 
State/Area % (95% CI) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) 


New Mexico 79.5 (+5.0) 89.2 (+3.9) 82.8 (+4.8) 83.9 (+4.2) 71.6 (+5.4) 
Southern New Mexico 79.6 (+5.6) 87.3 (+4.5) 84.4 (+5.0) 82.0 (+5.6) 71.3 (+6.3) 
Rest of state 79.5 (+6.8) 90.0 (+5.2) 82.2 (+6.6) 84.8 (+5.5) 71.8 

New York 87.7 (+3.6) 95.5 (+2.8) 90.6 (+2.9) 88.0 (+3.4) 78.7 
City of New York 81.3 (+6.0) 95.8 (+2.5) 89.4 (+4.0) 83.4 (+5.7) 72.0 
Rest of state 93.5 (+3.8) 95.3 (+4.8) 91.6 (+4.3) 92.3 (+3.8) 84.9 

North Carolina 89.1 (+4.7) 97.5 (+2.1) 95.6 (+3.3) 92.7 (+4.6) 81.5 

North Dakota 86.9 (+4.5) 91.7 (+3.8) 88.9 (+4.1) 90.9 (+3.8) 80.1 

Ohio 84.7 (+4.7) 93.6 (+3.0) 87.0 (+4.1) 87.5 (+4.1) 75.0 
Cuyahoga County 89.9 (+4.4) 94.3 (+3.7) 86.8 (+5.3) 89.3 (+4.8) 

Rest of state 84.0 (+5.3) 93.5 (+3.3) 87.1 (+4.6) 87.3 (+4.5) 

Oklahoma 86.3 (+4.7) (+3.2) 92.3 (23.7) 78.7 (+5.9) 

Oregon 82.6 (+5.6) (+4.5) 81.7 (+5.8) 87.0 (+4.7) 

Pennsylvania 87.5 (+4.3) (+2.3) (+3.0) 91.2 (+3.3) 

Allegheny County 85.7 (+5.5) (+5.6) (+5.1) 93.3 (+3.7) 
Philadelphia County 83.8 (+6.5) (+4.7) (+4.9) 89.0 (+5.3) 
Rest of state (+5.5) 95.5 (+2.8) (+3.8) 91.4 (+4.2) 

Rhode Island : (+4.6) : (+2.4) (+2.1) 96.6 (+2.1) 

South Carolina (+5.2) ¢ (+3.7) (+4.8) 88.0 (+5.5) 

South Dakota ; (+5.3) (+3.0) (+5.6) 69.9 (+6.3) 

Tennessee ' (+5.0) < (+3.2) 7 (+4.5) 90.2 (+4.0) 

Shelby County (+6.0) (+5.5) (+4.8) 90.5 (+4.5) 
Rest of state . (+6.0) (+3.7) 6 (+5.4) 90.1 (+4.8) 
Texas : (+3.3) (+2.0) (+2.2) 85.0 (+3.2) 
Bexar County (+6.3) 2 (+4.7) ; (+4.6) 90.1 (+4.4) 
City of Houston (+4.5) ; (+5.1) (+5.2) 
Dallas County (+4.4) , (+5.4) ; (+5.8) 
E! Paso County 78.8 (+4.5) (+4.6) (+5.3) 
Rest of state 82.7 (+2.8) (+3.0) : (+4.6) 
Utah 84.4 (+4.1) (+4.7) 
Vermont 88.6 (+2.5) (+5.4) 
Virginia 86.2 93.6 (+3.5) 89.1 (+4.2) 86.4 
Washington 86.3 88.3 (+3.6) 79.1 +4.7) 85.7 
Eastern Washington 90.4 94.5 (+3.0) 81.7 (+5.7) 87.9 
King County 84.2 87.0 (+6.9) 79.7 +8.4) 86.6 
Rest of state 86.5 87.6 (+5.0) 78.3 +6.7) 84.8 
West Virginia 83.2 91.2 (+4.3) 80.7 (+6.4) 78.3 
Wisconsin 92.1 94.0 (+2.7) 88.4 +4.0) 93.0 
Milwaukee County 89.5 94.1 (+3.0) 92.4 (+3.4) 89.1 78.1 
Rest of state 92.8 94.0 (+3.3) 87.4 (+5.0) 94.0 81.1 
Ss 77.4 87.7 (+4.7) 75.7 (+6.3) 78.7 (+5.6) 63.5 
Includes >4 doses of diphtheria, tetanus toxoid, and any acellular pertussis vaccine (DTaP) (also can include diphtheria and tetanus toxoid vaccine 
or diphtheria, tetanus toxoid, and pertussis vaccine); >3 doses of poliovirus vaccine; >1 dose of measles, mumps, and rubella vaccine; >3 doses of 
Haemophilus influenzae type b vaccine; >3 doses of hepatitis B vaccine; and >1 dose of varicella vaccine. 
Individual vaccines were selected because coverage was below the Healthy People 2010 target of 90%, except measles, mumps, and rubella 
vaccine, which was included as an example of a vaccine with higher coverage for comparison. Coverage estimates for other vaccines and vaccine 
series are available at http://www.cdc.gov/vaccines/stats-surv/imz-coverage.htm#chart 

3 Children in the 2006 National Immunization Survey were born during January 2003—June 2005 

| 4 doses of DTaP. 

* >1 dose of measles, mumps, and rubella vaccine 

tT >1 dose of varicella vaccine at or after child's first birthday. 
>3 doses of pneumococcal conjugate vaccine 
Confidence interval. 
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the older children in the 2006 NIS cohort (i.e., those born children. The results of the 2006 NIS indicate that dis- 
during January 2003—June 2005) because of the vaccine parities in coverage by poverty level, coupled with differ- 
shortage that ended in September 2004 (6). ent income distributions among white and black 

Results from the 2005 NIS indicated no disparity in populations, account for the observed coverage disparities 


4:3:1:3:3:1 series coverage between black and white between black and white children. A previous report using 
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TABLE 3. Estimated vaccination coverage levels among children aged 19-35 months, by selected vaccines and doses, 
race/ethnicity,” and poverty level’ — National Immunization Survey, United States, 20068 





White, 
non-Hispanic 


Black, 
non-Hispanic 


Hispanic 


Below 
Asian poverty level 


American Indian/ 
Alaska Native 


At or above 
poverty level 





Vaccine/Doses % (95% Cl") % (95% Cl) % 


(95% Cl) % 


(95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) 





DTaP** 

-3 doses 96.4 
86.6 
93.3 
92.8 
94.0 


(+0.6) 
(+1.1 
(+0.7 
(+0.8) 
+0.8) 


95.9 
84.7 
93.4 
92.1 
94.0 
93.6 
89.8 


4 doses 
Poli 
MMR 


Hit 


virus 

»1 dose 
>3 doses 
Hepatitis B 
Varic 


PCV 


»3 doses 
ella >1 dose™ 


yoses 
-4 doses 
Combined series 

4°3°1 c 
1:3:3%% 2 E 


(+2.8) 


(+2.9) 


1 Beg eeoe 


3:1 


3:3 
3 


(+0.9) 
(+1.8) 
(+1.1) 
(+1.4) 
(+1.1) 
(+1.1) 


(+1.6) 


95.1 
81.9 
91.3 
89.1 
93.9 
95.3 
84.9 


94.2 
81.0 
92.1 


(+3.6) 
(+8.9) 
(+5.0) 
(+5.5) 
(+3.8) 
(+3.2) 
(+6.2 


96.9 (+1 
(+2 
(+1.3 
(+1 
(+1 
(+1.2 
(+1 


96.4 
86.8 
93.1 
93.1 
94.1 
93.5 


90.0 


(+0.5) 
(+1.0) 
(+0.7) 
+0.7 
(+0.7) 
(+0.7) 


(+0.7) 


(+1.7) 


7) 86.8 
(+2.4) 


62.0 


(+6.3 


(+9.9 


88.0 
71.1 


(+0.9) 


(+2.0) 
(+2.0) 

+2.1) 
(+2.1) 


(+9.0) 
(+9.0) 
(+9.0) 


(+9.2) 


84.8 
84.0 
82.2 


78.4 


80.0 
79.5 
78.6 
74.4 
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+ 
NM WH MO PP 


73.8 


+ 
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Pr 
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1999-2003 NIS data determined that socioeconomic fac 
tors had a similar effect on associations between vaccina- 
tion coverage and race/ethnicity (7). Nearly 41% of all black 
children aged years live below the poverty level, com 


pared with 16% of white children (8). Children who live 
below the poverty level are less likely to be vaccinated than 
The 1999 


2003 report led to the development of a questionnaire 


children who live at or above the poverty level. 
module of socioeconomic variables that will be added to 


the NIS in 2008 and will be used to identify barriers to 
vaccination among racial/ethnic groups and socioeconomi 
cally disadvantaged populations. Increasing overall vacci 
nation coverage, eliminating coverage disparities associated 
with socioeconomic differences in families with children, 
and eliminating disparities among states and local areas 
remain high priorities for national, state, and local immu 
nization programs. Vaccination funding through the fed 
eral Vaccines for Children program (9) has contributed to 
record coverage levels among children who are uninsured 


or underinsured, but additional measures 1eeded to 


are 
deliver vaccines to children who live below the poverty level. 
he findings in this report are subject to at least three 


limitations. First, because NIS is a telephone survey, 


results are weighted to be representative of all children aged 


yary 2003 


Pacific Islanders and persons of multiple races were not included because of small sample 
assified as below poverty level if their total family income is less than the federal poverty threshold specifiec 
are classified as at or above poverty. Poverty thresholds reflect yearly changes in the Cor 


applicable family size and number 


Index. Information about poverty thresholds 


of cnilaren 
sumer 


June 2005 


jude diphtheria and tetanus toxoid vaccine jiphtheria, telanus toxoid, and pertussis 


19-35 months. Although statistical adjustments were made 
to account for nonresponse and households without landline 
telephones some bias might remain. Second, underesti- 
mates of vaccination coverage might have resulted from the 
exclusive use of provider-reported vaccination histories 
because completeness of these records is unknown. Finally, 


althoug! I 


1 national estimates of vaccination coverage are pre- 
cise, estimates for state and local areas should be interpreted 
with caution because their sample sizes are smaller and their 
confidence intervals generally are wider than those for 
national estimates. 

Although vaccination-coverage estimates were above the 
Healthy People 2010 target among all racial/ethnic groups 
for most of the routinely recommended vaccines, contin- 
ued collaboration among national, state, local, private, and 
public partners is needed to reach the 90% target for all 


vathe red 


hal 
c 


vaccines by 2010. Vaccination-coverage data 
through NIS are used to identify children who are at risk 
for vaccine-preventable diseases, evaluate the effectiveness 
of programs designed to increase coverage levels, assess dif- 
ferential impact of vaccine shortages, and track uptake of 
new vaccines. Expansion of NIS (e.g., adding local areas for 
coverage assessment; adding survey questions about health 


insurance coverage, day care participation, and parental 
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beliefs and attitudes regarding vaccines; and including more 
expansive measures of socioeconomic status) will provide 
greater understanding of factors associated with low vacci- 
nation coverage, particularly those associated with socio- 


economically disadvantaged populations. 
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National Vaccination Coverage 
Among Adolescents Aged 
13-17 Years — United States, 2006 


Before 2005, vaccines were administered during adoles- 


cence to “catch up”™* children with vaccinations not received 
at a younger age, with the exception of the tetanus and 
diphtheria (Td) booster (/). However, since 2005, three 
new vaccines specifically for older children have been 
licensed and recommended in the United States: meningo- 
coccal conjugate vaccine (MCV4) for those aged 11-12 


years and 15 years’; tetanus toxoid, reduced diphtheria 





* Catch-up can refer either to vaccinations that are administered because they were 
recommended but missed or vaccinations administered to persons who were 
born before a particular vaccine became available or before a vaccine was routinely 
recommended for infants (e.g., hepatitis B, varicella, or measles, mumps, and 
rubella 
In June 2007, after the National Immunization Survey—Teen interviews included 
in this report were completed, MCV4 recommendations were simplified to 


include all persons aged 11-18 years 


toxoid, and acellular pertussis (Tdap) vaccine for those aged 
11-12 years (or at ages 13-18 years if not received at ages 
11-12 years); and human papillomavirus (HPV) vaccine 
for girls aged 11-12 years (or at ages 13-18 years if not 
received at 11-12 years). Since 1996, the Advisory Com- 
mittee on Immunization Practices (ACIP) and professional 
organizations, including the American Academy of Pediat- 
rics (AAP), the American Academy of Family Physicians 
(AAFP), and the American Medical Association (AMA), 
have recommended a health-care visit at ages 11-12 years 
for receipt of recommended vaccinations (2). In addition, 
a Healthy People 2010 objective (14-27) is to achieve >90% 
vaccination coverage among adolescents aged 13-15 years (3) 
for certain vaccines.» In 2006, for the first time, the 
National Immunization Survey (NIS) collected provider- 
reported vaccination information for adolescents aged 13—17 
years (NIS-Teen). This report describes the results of that 
survey, which indicated that the Healthy People 2010 target 
has not been met for any of the vaccines analyzed. HPV 
vaccination coverage is not included in this report because 
NIS-Teen was conducted before HPV vaccination recom- 
mendations were published in March 2007. Routine health- 
care visits for adolescents should be encouraged, with 
emphasis on a visit at ages 1 1-12 years, and providers should 
continue to assess the need for vaccinations at every oppor- 
tunity. NIS-Teen will be conducted annually to monitor 
coverage with recommended vaccines during ages 11-17 
years and to identify groups with lower coverage. 

NIS, which traditionally monitors vaccination coverage 
for children aged 19-35 months, has been conducted by 
CDC since 1994. NIS-Teen is a random-digit—dialed tele- 
phone survey that collects vaccination information using 
methods similar to those of NIS, including use of vaccina- 
tion records from health-care providers to determine vacci- 
nation coverage estimates (4,5). During October 
2006—February 2007, a total of 5,468 household inter- 
views were conducted with parents or guardians of adoles- 
cents aged 13-17 years. The household response rate was 
56.2%; a total of 2,882 adolescents with provider-reported 
vaccination records were included in this report, represent- 
ing 52.7% of adolescents with completed household 
interviews. 

Coverage with >1 dose of either Td or Tdap vaccine after 


age 10 years was 60.1% (95% confidence interval [CI] 





For >3 doses hepatitis B vaccine; >2 doses measles, mumps, and rubella vaccine; 
-1 dose Td booster; and >1 dose varicella vaccine among those without a reported 

history of disease. In addition, the target for any new ACIP-recommended 
vaccine is >90% coverage within 5 years of the recommendation 

‘ Eligible adolescents included those born during October 7, 1988—February 7 
1994 , 
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TABLE. Estimated vaccination coverage among adolescents aged 13-17 years,* by selected vaccines and age — National 
immunization Survey — Teen, United States, 2006 





Age (yrs) 
13 14 16 17 13-17 
(n = 570) (n = 566) (n = 574) (n = 540) (N = 2,882) 
Vaccine (95% Ci)" (95% Cl) 9 (95% Cl) (95% Cl) (95% Cl) (95% Cl) 
MMR,° >2 dose ; 2.8-9 86.0-93.1 88.3 (85.0-90.9) 83. 77.9-87.1 5.8  (81.9-88.9) (85.2-88.5) 
Hepatitis B, >3 dose 84.5~91.¢ 4 80.1 , 80.0 75.9-83.6) 75.6 70.4-8( 7.3 72.5-81.4 : (79.4-83.1) 
Varicella 











(67.7—72.0) 


(61.4-69.4) 


vaccinatior : 86.1-92.1 3 (85.5-9: 0.5  (87.1-93.0 7-91 0.4 (87.1-9 (88.1-90.9) 
Td or Tdap't (since age 10 yrs) 

1 Td Tdag (57.8-62.4) 
(9.4-12.3) 
(47.0—51.7) 


(10.3—-13.2) 





der-rer 


verall vaccination coverage with Td 17.6]). Adolescents aged 17 years had the lowest 


1 ¢ 


was 4! 3 1.7) and ranged from MCV4 coverage 5.0—10.0]; p<0.05) 


imong adolescents r¢ 13 vears to 63.5 mong lo assess progress in ach ving Healthy People 2010 
, 


! 1 ] 
was licensed objectives which do t {C include idolescents aged 16-1 


Id vaccine years), vaccination coverage was determined only for ado 
lescents aged 13-15 s. Coverage was 84.3% (CI = 82.0 
86.4) for j ses of hepatitis B vaccine, 88.5 Cl 
86.4—90.3) 2 doses of MMR vaccine, and 56.7 
( | 3.7 , tO 1 dose | Id o1 Udap booster cove! 
age was /0).9 6 5.1) for >1 dose of varicella 
vaccine among the thout a reported history of disease. 


lo assess receipt of Td or ldap vaccinations at ages 10-1 


years, vaccination coverage was determined for >1 booste 


dose by the year in which adolescents reached age 13 years. 


) ] _ 
Receipt of Td or [dap vaccination increased from 22. 


C] 18.4—2 of ch en who reached age 13 years in 


2002 to 41.79 | ’.3) of children who reached 


> 


we 13 years in 2006 


Reported by: /V / V : MPH. In 

; Center for 1 : / Respiratory Diseases, CD 
ition had > 4: ° ' , ' . , 
Editorial Note: This is the first report of national adoles 
idole scents | , 
cent vaccination-coverage estimates Dased on provide! 
imong those . 


reported vaccination histories. The results indicate that in 


2006, the Healthy People 2010 target for adolescents aged 
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FIGURE. Estimated Td* or Tdapt vaccination coverage,’ by 
year in which adolescent reached thirteenth birthday — 
National Immunization Survey - Teen, United States, 2006 


60 


vaccinated by age 13 years 


Year of thirteenth birthday 
* Tetanus toxoid and diphtheria 


. Tetanus toxoid, reduced diphtheria toxoid, and acellular pertussis 
*>1 booster dose of vaccine by age 13 years 


13-15 years had not been met for any of the vaccines. 


Before development of NIS-Teen, national estimates of 


adolescent vaccination coverage were determined primarily 
from data collected from the National Health Interview 
Survey (NHIS), which is based on parental recall rather 
than provider records. Based on data from the 2003 NHIS, 
coverage with >2 doses of MMR and >1 dose of Td vaccine 
among adolescents ages 13—15 years was estimated at >90% 
(3), higher than the coverage estimates described in this 
report. Although the reliability of parental recall of adoles- 
cent vaccinations has not been studied, studies evaluating 
parental recall of infant vaccinations have indicated that 
parents do not accurately recall childhood vaccinations 
(6,7), emphasizing the need for provider-reported data. 
Coverage levels among adolescents must be considered 
in the context of vaccination programs that existed when 
the adolescents reached the recommended ages for each 
vaccine. For example, adolescents aged 13-14 years were 
born primarily during 1992-1993, or 1-2 years after ACIP 
recommendations for universal vaccination of infants with 
hepatitis B vaccine; adolescents aged 15-17 years were born 
before this recommendation and therefore might be 
expected to have lower coverage. Although many states have 
hepatitis B vaccination requirements for middle-school 
entry, results from NIS-Teen suggest that many older ado- 


lescents have not received the vaccination. Therefore, pro- 


viders should continue to review the vaccination status of 


adolescent patients to ensure they are fully vaccinated. CDC 
will conduct additional analyses to better characterize the 
impact of vaccination programs on adolescent vaccination 


COV erage. 


During 2002-2006, an increasing percentage of chil- 
dren were receiving Td or Tdap by age 13 years, as recom- 


mended by ACIP; however, overall coverage (60.1%) 


remained low, and coverage among adolescents aged 13- 


15 years (56.7%) was still below the national objective of 
90%. Tdap coverage alone was low (10.8%), although a 
low level was expected because Tdap recommendations were 
published only 1-2 years before this survey was conducted. 
The lower Tdap vaccination coverage among older adoles- 
cents (aged 16-17 years) compared with younger adoles- 
cents (aged 13-15 years) might be a result of the time 
interval required between Td and Tdap vaccinations; Td 
vaccination coverage increased with age, and a 5-year inter- 
val is recommended before administering Tdap vaccine. 
Alternately, the higher Tdap coverage among younger ado- 
lescents might be a reflection of health-care use patterns; 
younger adolescents are more likely to have preventive 
health-care visits, when vaccinations are typically adminis- 
tered, than older adolescents (8). 

rhe findings in this report are subject to at least four 
limitations. First, because NIS-Teen is a telephone survey, 
adjustments were made for nonresponse and for households 
without landline telephones; however, some bias might 
remain. Second, NIS-Teen uses provider-reported vaccina- 
tion histories and assumes that coverage among adolescents 
for whom adequate provider data were not available is similar 
to coverage among adolescents for whom adequate provider 
data were available, controlling for factors associated with 
vaccination coverage; this might have resulted in an under- 
estimation or overestimation of vaccination coverage. Third, 
certain provider-reported vaccination records might not 
have included all vaccinations received (e.g., vaccinations 
administered in nontraditional settings such as emergency 
departments), which might have resulted in an underesti- 
mation of vaccination coverage. Finally, the response rates 
were low (56.2% household response rate and 52.7% 
response rate for provider-vaccination records from respond- 
ing households). 

Vaccinating adolescents presents numerous challenges. 
Adolescents do not frequently seek preventive health-care 
services, some do not have health insurance, and some visit 
multiple health-care providers and nontraditional provid- 
ers who vary in vaccination practices (8,9). Routine health- 
care visits should be encouraged for all adolescents, with 
an emphasis on the visit at ages 11-12 years as recom- 
mended by ACIP, AAP, AAFP, and AMA (2). During this 
visit, vaccinations and other evidence-based preventive ser- 
vices should be provided. In addition, adolescents aged 13- 


18 years should be vaccinated with recommended vaccines 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Persons with Untreated Dental Caries,* by Age Group? and 
Poverty Status§ — National Health and Nutrition Examination Survey 
(NHANES), United States, 2001-2004 


@ Poor 
3 Near poor 
Nonpoor 


12-19 20-44 


Age group (yrs) 


*As determined by NHANES dental examination; excludes persons who are 
edentulous 

‘Persons aged 2-5 years: primary teeth only; 6—11 years: both primary and 
secondary teeth; >12 years: secondary teeth only. 

3 Poor is defined as having an annual family income <100% of the relevant U.S 
Census poverty threshold, near poor as 100% to <200% of the threshold, 
and nonpoor as >200% of the threshold. In 2004, for a family of four (two 
adults and two children aged <18 years), the poverty threshold was $19,157, 
and poverty status levels were as follows: poor, <$19,157; near poor, $19,157- 
$38,314; and nonpoor, >$38,314 

195% confidence interval 


During 2001-2004, poor persons were at least twice as likely as nonpoor persons to have untreated dental 


caries, regardless of age group. In each age group, persons categorized as near poor also were more likely 
than nonpoor persons to have untreated caries. 


SOURCE: CDC. Health data for all ages. National Health and Nutrition Examination Survey, 2001-2004. 
Available at http://www.cdc.gov/nchs/health_data_for_all_ages.htm. 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending August 25, 2007 (34th Week)* 





5-year 
Current Cum weekly Total cases reported for previous years 


Disease week 2007 average’ 2006 2005 2004 2003 2002 States reporting cases during current week (No.) 








rax 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending August 25, 2007, and August 26, 2006 
(34th Week)* 





Chlamydia’ Coccidioidomycosis Cryptosporidiosis 





Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med week Med Max 2007 2006 2007 


Cum 





United States 12,350 20,61 5.327 58,215 57,908 82 124 658 4,281 


562 


New England 


S. Atlantic 


E.S. Central 


K 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 25, 2007, and August 26, 2006 
(34th Week)* 





Haemophilus influenzae, invasive 
Giardiasis All ages, all serotypes’ 
Previous Previous 
Cum Cum Cum Cum Current 52 weeks Cum 
Reporting area Med Max 2007 2006 2007 2006 week Med Max 2007 


United States 29 9,320 10,630 ’ 213,009 227,896 19 


New England 67 697 822 3,580 3,546 
Connecticut 25 188 159 - 1,337 1,401 
Maine 12 107 91 88 82 
Massachusetts 24 271 390 1,742 1,572 
New Hampshire 3 13 19 ) 104 133 
Rhode Isiand 17 31 67 ¢ 271 309 
Vermont’ 12 87 96 38 49 


Mid. Atlantic 132 24,150 21,198 
New Jersey 17 321 3,708 3,442 
New York (Upstate) 708 4,016 3,958 
New York City 32 : 6,470 6,419 
Pennsylvania 34 9,956 7,379 


E.N. Central 99 42,397 44,636 
Illinois 23 5 11,251 13,142 
Indiana 0 5,639 748 
Michigan 38 9,212 592 
Ohio 5 12,025 661 
Wisconsin 27 4,270 493 


W.N. Central 12,323 463 
lowa 1,213 162 
Kansas 465 
Minnesota 089 
Missoun 
Nebraska 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland 

North Carolina 
South Carolina 
Virginia 

West Virginia 


E.S. Central 
Alabama 
Kentucky 
Mississippi 
Tennessee 


W.S. Central 
Arkansas 
Louisiana 
Oklahoma 
Texas 

M , 
Arizona 
Colorado 
idaho 
Montana 
Nevada 
New Mexico 
Utah 
Wyoming 
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Pacific 
Alaska 
California 
Hawaii 
Oregon 
Washington 


40 
360 
46 
264 
264 
American Samoa U U 
C.N.M.1 - = U i U 
Guam - C — - 22 
Puerto Rico 131 125 C 231 
U.S. Virgin Islands U U U 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
; Incidence data for reporting years 2006 and 2007 are provisional 

, Data for H. influenzae (age <5 yrs for serotype b, nonserotype b, and unknown serotype) are available in Tabie | 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 25, 2007, and August 26, 2006 
(34th Week)* 





Hepatitis (viral, acute), by type’ 
A B Legionellosis 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Current 52 weeks Cum 
Reporting area week Med Max 2006 week Med Max Med 


United States 35 54 201 1,675 26 44 406 2,457 2,824 46 42 











New England 1 ¢ 62 13) ‘ ‘ 43 76 2 
nne t ut 1 5 1 4 ‘| 1 ) 5 
Maine 


Mas 


Mid. Atlantic 


Upstate 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Alaska 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 25, 2007, and August 26, 2006 
(34th Week)* 





Meningococcal disease, invasive’ 
Lyme disease Malaria All serogroups 
Previous Previous Previous 
52 weeks Cum Cum 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Med Max 2007 2006 Med Max 2007 2006 week Med Max 


United States 2 235 981 10,597 13,267 105 918 9 


New England 92 274 1,979 3,179 39 
Connecticut 1,239 1,325 10 
Maine x 148 57 3 
Massachusetts é 21 1,223 18 
New Hampshire 7 494 509 7 
Rhode Island ’ % 3 

Vermont 74 
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Mid. Atlantic 3 5,624 
New Jersey 26 961 
New York (Upstate) 1,870 
New York City 66 
Pennsylvania : 2,727 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 

, Incidence data for reporting years 2006 and 2007 are provisional 

§ Data for meningococcal disease, invasive caused by serogroups A, C, Y, & W-135; serogroup B; other serogroup; and unknown serogroup are available in Table | 
Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 25, 2007, and August 26, 2006 
(34th Week)* 





Pertussis Rabies, animal Rocky Mountain spotted fever 
Previous Previous Previous 
Current 52 weeks Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week 2 Med Max 2006 Max 2007 
United States 81 ] 7S 9.07 65 93 { 3.005 3 506 


) 
Y< 








New England 2 7 75 1 03% 16 y 22 2 263 
Connecticut 2 37 - 

Maine 

Massachusetts 

New Hampshire 

Rhode Island 


Vermont 


Mid. Atlantic 
New Jersey 

New York (Upstate 
New York City 


Pennsylvania 


E.N. Central 


W.N. Central 
~<— 


Minnes 


S. Atlantic 


Delaware 


E.S. Central 
Alabama 
Kentucky 
M rs 
W.S. Central 


Arka 


Pacific 
Alaska 


Virgin Islands 





>.N.M.1.: Commonwealth of Northern Mariana Islands 
Unavailable No reported cases N: Not notifiable uly imulative year-t > counts Ved: Mediar Max: Maximum 
* Incidence data for reporting years 2006 and 2007 are 


tains data reported through the National Electronic 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 25, 2007, and August 26, 2006 


(34th Week)* 





Salmonellosis 


Shiga toxin-producing E. coli(STEC)' 


Shigellosis 





Previous 
Current 52 weeks 
Reporting area week Med Max 2007 2006 


Cum Cum 


Previous 
52 weeks _ 
Med Max 2007 


Current 
week 


Cum Cum 
2006 





Previous 
52 weeks 
Med Max 


Current 
week 


Cum 
2007 





United States 659 838 2,338 24,443 25,884 
New England 5 282 1 1,572 


Connecticut 267 7 503 
Maine K 7 81 
Massachusetts 2° 77§ 766 
New Hampshire : 5 130 
Rhode Island é é 

Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate 
New York City 
Pennsylvania 


E.N. Central 
iiinots 
Indiana 
Michigan 
Ohio 


Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missoun 
Nebraska 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Flonda 

Georgia 

Maryland 

North Carolina 
South Carolina 
Virginia 

West Virginia 


E.S. Central 
Alabama 
Kentucky 
Mississippi 
Tennessee 


W.S. Central 
Arkansas 
Louisiana 
Oklahoma 
Texas 


Mountain 
Arizona 
Colorado 
Idaho 
Montana 
Nevada 
New Mexico 
Utah 
Wyoming 


Pacific 5 109 
Alaska 2 1 
California 5 91 
Hawaii 5 
Oregon 

Washington 


American Samoa 0 

C.N.M.1 U 

Guam 0 

Puerto Rico 1 14 

U.S. Virgin Islands U 0 0 


74 
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336 2,316 2 


40 149 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable 
* Incidence data for reporting years 2006 and 2007 are provisional 


Cum: Cumulative year-to-date counts 


Med: Median 


. Includes E. coliO157:H7; Shiga toxin-positive, serogroup non-O157; and Shiga toxin-positive, not serogrouped 
* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 


Max: Maximum 








Vol. 56 / No. 34 MMWR 897 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 25, 2007, and August 26, 2006 
(34th Week)* 





Streptococcus pneumoniae, invasive disease, nondrug resistant' 
Streptococcal disease, invasive, group A Age <5 years 
Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Med Med Max 2006 


United States 5 3 , 3,538 3 f 30 
New England 


Connecticut 
Maine 
Massachusetts 
New Hampshire 
Rhode Island 
Vermont 

Mid. Atlantic 


New Jersey 


Ney r state 
New York (Upstat 











fA r + 
Vow KU ‘y 


E.N. Central 


W.N. Central 
iowa 
Kansa 


Dak 


S. Atlantic 
Delaware 
) 


E.S. Central 


W.S. Central 


Arkansas 


Pacific 
Alaska 


mawa 
Ore yon 
Washingt 
American Sam 
C.N.M.1 

Guam 

Puerto Ric« 


U.S. Virgin islands 





C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable Cur 
* Incidence data for reporting years 2006 and 2007 are provisional 
Includes cases of invasive pneumococcal disease, in children aged 
(NNDSS event code 11717 
* Contains data reported through the National Electronic Disease Survei yster NEDSS) 


Vax: Maximum 


$ susceptible or for which susceptibility testing is not available 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 25, 2007, and August 26, 2006 
(34th Week)* 





Streptococcus pneumoniae, invasive disease, drug resistant' 
All ages Age <5 years Syphilis, primary and secondary 
Previous Previous Previous 
52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Med Max 2007 2006 week Med Max 2007 2006 week Med Max 2007 


United States 2 47 256 1,575 


New England 35 
Connecticut 
Maine 
Massachusetts 
New Hampshire 
Rhode Isiand 
Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
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Texas 
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Utah 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
; Incidence data for reporting years 2006 and 2007 are provisional 

. Includes cases of invasive pneumococcal disease caused by drug-resistant S. pneumoniae (DRSP) (NNDSS event code 11720) 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 25, 2007, and August 26, 2006 
(34th Week)* 





West Nile virus disease’ 
Varicella (chickenpox) Neuroinvasive Nonneuroinvasive* 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2007 Med Max 2007 2006 Med Max 2007 2006 
United States 148 795 2,813 24,940 3 5 78 224 1,026 2 344 517 














Connecticut 0 76 2 2 0 3 2 4 0 1 
Maine’ 0 7 } ) 0 0 

Massachusetts 0 ) 

New Hampshire 2 f 

Rhode Island" 

Vermont' 


Mid. Atlantic 
New Jersey 

New York (Upstate 
New York City 


Pennsylvania 


E.N. Central 
Hinols 
indiana 
Michigan 


Ohi 


New England 3 18 124 5 C 2 5 0 2 1 


Wisconsir 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska’ 
North Dakota 


South Dakota 


S. Atlantic 
Delaware 
District of Co 
Florida 
Geor7dia 
Maryland’ 
North Carolina 
South Carolina’ 
V rginia’ 


A iron 
West Virginia 


E.S. Central 
Alabama‘ 
Kentucky 
Mississipr 


W.S. Central 


Arkansas 


uisiana 


Mountain 
Arizona 
rad 
Jaf 
M ntar ;" 
Nevada’ 
New Mex 
Utat 


W r r 
VVYyOrr 


Pacific 


Washingt 

American Sam 
C.N.M.1 
(aualT 
Puerto Ric 


U.S. Virgin Isiands L ( U J : U U 





C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not n ) Cum: Cu ative year-to-date count Med: Mediar Max: Maximurr 
; Incidence data for reporting years 2006 and 2007 are isiona 
Updated weekly n reports to the Division of Vector rne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (ArboNET Surveillance). Data 
for California serogroup, eastern equine, Powassan, St. Louis, and western equine diseases are available in Table | 
Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 for the domestic arboviral diseases and influenza- 
« associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm 
Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Ill. Deaths in 122 U.S. cities, week ending August 25 


2007 (34th Week) 





All causes, by age (years) 


All causes, by age (years) 





All 
Reporting Area Ages >65 -~ 25-44 | 1-24] <1 








Pal’ 
Total 





All 
Ages >65 





Reporting Area 45-64 | 25-44 | 1-24 | <1 





New England 430 291 85 34 13 
Boston, MA 129 77 26 17 
Bridgeport, CT 30 2 2 
Cambridge, MA 11 

Fall River, MA 24 

Hartford, CT 

Lowell, MA 

Lynn, MA 

New Bedford, MA 

New Haven, CT 

Providence, Ri 

Somerville, MA 

Springfield MA 

Waterbury CT 

Worcester, MA 


Mid. Atlantic 
Albany, NY 
Allentown, PA 
Buffalo, NY 
Camden, NJ 
Elizabeth, NJ 
Erie, PA 

Jersey City, NJ 
New York City, NY 
Newark, NJ 
Paterson, NJ 
Philadelphia, PA 
Pittsburgh, PA 
Reading, PA 
Rochester, NY 
Schenectady, NY 
Scranton, PA 
Syracuse, NY 
Trenton. NJ 
Utica, NY 


Yonkers. NY 


E.N. Central 
Akron, OH 
Canton, OH 

Chi age IL 
Cincinnati, OH 
Cleveland, OH 
Columbus, OH 
Dayton, OH 
Detroit. Mi 
Evansville, IN 

Fort Wayne, IN 
Gary, IN 

Grand Rapids, MI 
Indianapolis, IN 
Lansing, MI 
Milwaukee, | 
Peoria, IL 
Rockford, IL 
South Bend, IN 
Toledo, OH 
Youngstown, OH 
W.N. Central 
Des Moines, IA 
Duluth, MN 
Kansas City, KS 
Kansas City, MO 
Lincoln, NE 
Minneapolis, MN 
Omaha, NE 

St. Louis, MO 
St. Paul, MN 


Wichita, KS 108 


21 





S. Atlantic 1,073 665 
Atlanta, GA 109 
Baltimore, MD 161 
Charlotte, NC 101 
Jacksonville, FL 135 
Miami, FL 95 
Norfolk, VA 5 
Richmond, VA 

Savannah, GA 

St. Petersburg, FL 

Tampa, FL 

Washington, D.C 

Wilmington, DE 


E.S. Central 
Birmingham, AL 
Chattanooga, TN 
Knoxville, TN 
Lexington, KY 
Memphis, TN 
Mobile, AL 
Montgomery, AL 
Nashville, TN 


W.S. Central 
Austin, TX 
Baton Rouge, LA 
Corpus Christi, TX 
Dallas, TX 

El Paso, TX 

Fort Worth, TX 
Houston, TX 
Little Rock, AR 
New Orleans, LA* 
San Antonio, TX 
Shreveport, LA 
Tulsa, OK 


Mountain 
Albuquerque, NM 
Boise, ID 
Colorado Springs, CO 
Denver, CO 

Las Vegas, NV 
Ogden, UT 
Phoenix, AZ 
Pueblo, CO 

Salt Lake City, UT 
Tucson, AZ 


263 


Pacific 
Berkeley, CA 
Fresno,CA 
Glendale, CA 
Honolulu, HI 
Long Beach, CA 
Los Angeles, CA 
Pasadena, CA 
Portland, OR 
Sacramento, CA 
San Diego, CA 
San Francisco, C 
San Jose, CA 
Santa Cruz, CA 
Seattle, WA 
Spokane, WA 
Tacoma, WA 


Total 





J: Unavailable No reported cases 


* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100 


»ecurrence and by the week that the death certificate was filed. Fetal deaths are not included 


Pneumonia and influenza 


Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
* Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted 


** Total includes unknown ages 
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000. A death is reported by the place of its 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 
4-week totals August 25, 2007, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Giardiasis 910 
Hepatitis A, acute 
Hepatitis B, acute 
Hepatitis C, acute 
Legionellosis 
Measies 
Meningococcal disease 


Mum 





15 4-week totals (from previous, comparable, and subsequent 4-week periods 


the hatched area begins is based on the mean and two standard deviations of 





Notifiable Disease Data Team and 122 Cities Mortality Data Team 
Patsy A. Hall 
Rosaline Dhara 
Carol Worsham 
Pearl C. Sharp 
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